risky behavior and to recommend an evidence-based approach for behavioral counseling to reduce risk for sexually transmitted infection (STI) and HIV transmission at CP venues.
risky behavior and to recommend an evidence-based approach for behavioral counseling to reduce risk for sexually transmitted infection (STI) and HIV transmission at CP venues.
Search Strategy
For this literature review, searches were conducted on CINAHL, MedLINE, and PubMed using the following key words: circuit party, men who have sex with men (MSM), club drugs, gay men, unsafe sex, unprotected sex, drug use, sexually transmitted infections, and HIV. Although other medical and psychological comorbidities are associated with gay men, unsafe sex, drug use, and HIV, this search looked only at specific studies that focused primarily on CPs and club drug use and unsafe sex at these events or venues.
Searches were restricted to full-text articles that were available on the Internet and focused on MSM, including self-identified gay and bisexual men who used club drugs and attended CPs. The searches resulted in 6 studies that were published between 2001 and 2006. All the articles retrieved R ecent risky sexual behavior trends have accelerated and increased the rate of transmission of HIV and other sexually transmitted diseases among gay men worldwide (Halkitis et al., 2005) . This increase may be a result of recreational drug abuse and unprotected sex at circuit parties (CPs). These events, primarily attended by gay and bisexual men, have grown tremendously in the past 10 years. Public health officials and health care providers should become more aware of the risky sexual behaviors and the widespread drug use at CPs . Efforts should be made to identify the persons at risk and to understand the sexual networks, the types of risk-taking behaviors, and the type of club drugs used at CPs . The purpose of this article is to examine the studies specific to CPs and
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Circuit Parties
Although a uniform definition of a CP does not exist, partly because such parties continue to evolve, a CP tends to be a gay male-oriented multievent weekend that includes late-night dance events that often have a theme. CPs are common throughout the world, particularly in North America, and typically take place in resort towns or major cities. The popularity of CPs has grown tremendously in the past 10 years. In the United States, CPs host hundreds of thousands of gay men each year and national parties can attract more than 20,000 men to a local community . Examples include the White Party in Palm Springs, California, and the Black and Blue party in Montreal, Quebec, which alone draws more than 50,000 gay and bisexual men. Moving from city to city, and drawing thousands of participants, these multiday large-scale gatherings include late-night dancing, homoerotic celebrations, music, light shows, and drugs to enhance the experience (Mattison et al., 2001) . Limited epidemiological data exist on the level of risk at CPs, but a number of studies have revealed alarming rates of risky sexual behaviors Mansergh et al., 2001; Mattison et al., 2001; Patel et al., 2006) . As a result, public health agencies, especially in cities such as San Francisco, Miami, Vancouver, Montreal, and Sydney, have begun to examine the population demographics, drugs used, unsafe sexual activity, and the reasons for attendance (Mattison et al., 2001) . The term circuit itself refers to the phenomenon of gay men traveling from venue to venue to attend specific party events in different U.S. and international cities . It is estimated that at least 75 of such parties are conducted each year (Mattison et al., 2001) . Attendees commonly travel to several CPs within a given year, most having attended more than 6 parties in a lifetime .
Typically, members of the "party circuit" are well educated and economically comfortable. The majority of the members are White, with at least a bachelor's degree, between the ages of 19 and 29, and earn an annual income of $40,000 Mattison et al., 2001; Xia et al., 2006) . Nearly all attendees travel and attend multiple CPs.
Motivations for attendance at CPs were reported by participants as the following: to listen to music and to dance, to meet friends, to have sex, to feel desirable, and to escape everyday life. For more than half of the men, the motivation for attendance was "to do drugs." The aforementioned motivations for participation were predictors of unsafe sexual behaviors (Mattison et al., 2001) .
CP and Risky Drug Behavior
Club drugs common at CPs include alcohol, methylenedioxymethamphetamine (ecstasy), ketamine (special K), methamphetamine (crystal meth), gammahydroxybutyrate or gamma-butyrolacton (GHB/GBL), cocaine, marijuana, sildenafil (Viagra), and amyl nitrites (poppers; Colfax et al., 2001; Mansergh et al., 2001) . More than half of the CP attendees reported use of alcohol, ecstasy, and ketamine and approximately 33% reported using methamphetamine, GHB/GBL, and amyl nitrites. Of this population, 25% reported an "overuse" incident during these events within the past year . The prescription drug sildenafil (Viagra) was used by 28% of the attendees, and its use was associated with HIV+ serostatus, higher levels of unprotected anal sex, and higher levels of illicit drug use (Paul et al., 2005) .
Use of two or more club drugs at CPs is common. Participants who attended with the intention to ingest drugs were likely to engage in risky sex behaviors during CP weekends and were likely to do three or more drugs over the CP weekend Mattison et al., 2001) . One study conducted in San Francisco reported that the median number of drugs used to be four per individual . Drug use was identified to be generally low per individual during non-CP weekends and was considerably higher during a CP weekend .
Currently, little is known about the behaviors of gay men who attend CPs . Club drugs place users at risk for a variety of psychological and physiological reasons. Substance use continues to be associated closely with both HIV and STI infection in all at-risk populations. Strong emphasis is building for directing particular attention to MSM who use methamphetamine and other drugs. Methamphetamine has become increasingly popular in club culture and is among the most popular club drugs used by MSM . This drug alone may be a major contributing factor fueling increases in STI and HIV transmission among gay men in the United States (Halkitis et al., 2005) . In addition, evidence suggests alarming rates of unsafe sex and drug abuse along with related STI and HIV transmission at CPs (Mattison et al., 2001) .
Circuit Parties and Risky Drug and Sexual Behaviors
STI risk-related sexual behaviors among gay men in the United States and around the world have increased recently. Current behavioral trends have resulted in an accelerated increase in the rate of HIV The preference to choose partners on the basis of serostatus was common. Disclosure of HIV status allows men to establish a measure of risk reduction. Oral sex was widely reported as a means of HIV reduction. CPs may present opportunities for targeted HIV-prevention efforts. MSM who visited different types of gay venues with varied visit frequency showed marked differences in sexual risk behaviors.
Note: CP = circuit party; MA = methamphetamine; GHB = gamma-hydroxybutyrate; GBL = gamma-butyrolacton, MSM = men who have sex with men, MDMA = methylenedioxymethamphetamine; STI = sexually transmitted infection.
seroconversion (Halkitis et al., 2005) . Additionally, after years of declining syphilis rates, new epidemics involving gay men have been detected in most major cities in the United States (Peterman, Heffelfinger, Swint, & Groseclose, 2005) . Major risk factors for contracting HIV and other STIs include recreational drug use and unsafe sex . Recent studies have reported high rates of sexual risk-taking behaviors among MSM, including an increase in unprotected anal sex Halkitis et al., 2005; Mansergh et al., 2001; Mattison et al., 2001; Paul et al., 2005; Peterman et al., 2005; Xia et al., 2006) . This rise in disease transmission parallels great advances in antiretroviral therapy, which may have led to a relaxation of safer sex practices and a reversal of safer sexual behaviors that changed as a result of the AIDS epidemic . This rise in high-risk sexual activity may be because of the increase in recreational drug use, especially during CP weekends . The drugs commonly used at CPs lower inhibition, leading to indifference to safer sex practices. Accordingly, the types of drugs used are associated with greater risk-taking behaviors, more anonymous partnering, and greater extremes in sexual acts (Mattison et al., 2001) .
The prevalence of risky sexual behavior at CPs is high, and frequent visitors at gay venues such as CPs are more likely to engage in high-risk sexual behaviors (Xia et al., 2006) . Of the CP attendees who participated in sex (66%), 49% engaged in anal sex and 28% engaged in unprotected anal sex . In another study, approximately 50% of CP attendees engaged in unprotected anal sex with two or more sexual partners (Xia et al., 2006) . Several studies have reported similar findings related to HIV status and unprotected sex. A range of 21% to 31% of HIV-infected attendees and 9% to 25% HIV-positive attendees engaged in unprotected anal sex Mansergh et al., 2001; Xia et al., 2006) .
Raising added concern is a subgroup of gay men who attend CPs and choose not to engage in safer sex behaviors. These men, who identify themselves as barebackers, exhibit higher rates of unprotected insertive anal intercourse, receptive anal intercourse, and unprotected insertive oral intercourse regardless of their HIV status (Halkitis et al., 2005) . Despite considerable dissemination of safe sex education and health literature, a culture of drugs and unprotected sex persists . Considering the potential impact of several CPs within a given year and the increasing popularity of CPs, the likelihood of transmission of HIV and other sexually transmitted diseases is an alarming public health concern. Changing behavior and cultural norms that encourage drug use and risky sexual behavior at CPs is an important challenge in health promotion for gay and bisexual men .
The research of CPs primary has involved questionnaires, interviews, and telephone surveys. Although there have been efforts to describe demographically the characteristics of MSM who attend CPs, including motivation for attendance, it remains unclear whether the risky sexual behaviors of MSM differ at CPs when compared with non-CP events. A CP may represent a gathering place for MSM for similar with similar sexual risk-taking behaviors whereby the amount and number of partners increases while the actual type of risk behaviors themselves remain the same.
Many CP attendees have identified the motivation to have sex as a reason for attendance; however, no known study has quantified the intended behaviors and the levels of associated risk in which CP attendees were willing to engage prior to CP attendance. Further research needs to be conducted to investigate whether MSM CP attendees intended to maintain safer sex practices prior to attendance. It is possible that intention to engage in safer sex practices declines throughout the CP weekends as a result of club drug ingestion and the disinhibatory effects of drugs and alcohol. If MSM CP attendees intended to engage in safer sex practices prior to events, then interventions can be designed not only to address the amount and types of drugs ingested but also to intervene at the appropriate time.
Although the connection between drug abuse and sexual risk-taking behaviors is well-known, research in CPs and its associated risky sexual behaviors in the context of drug use could be enhanced with the development of a theoretical framework or model. Although there is empirical evidence to suggest associations between CP attendance, drug use, risky sexual behaviors, and HIV and STI infection, a theoretical framework that addresses the role of CPs and CP attendees in the context of drug use and risky sexual behaviors and other psychosocial contexts is need to guide research.
Recommendation and Implications of Studies
CP attendance represents a minority of the total gay male population, but they are, nonetheless, important venues for many gay men. Public health professionals should develop comprehensive and effective interventions that reduce risk, alter social norms, and promote health among this subpopulation of gay men Mansergh et al., 2001) . The movement of gay men across geographic areas complicates public programs that target MSM and seek to limit sexual contact Peterman et al., 2005) . Many men from small towns and from distant locations attend CPs and, as such, health concerns should not be limited to areas with higher populations of gay men . The continued high rates of multiple STIs among MSM underscore the importance and need for the delivery of comprehensive STI prevention services in both public and private sectors.
The 
The 5 As Approach to CPs and Risky Behavior
Behavioral counseling interventions are activities delivered by primary care clinicians to encourage clients to change, adopt, or modify behaviors that affect health outcomes and status (Whitlock, Orleans, Pender, & Allan, 2002) . These interventions, underused in health care settings, address morbidity and mortality related to risky behavior. The U.S. Behavior and Interventions Task Force (USBPTF) reviewed existing methods that address these interventions and recommended the 5 As approach (Agency for Healthcare Research and Quality, 2003) . Adopted from smoking cessation for addressing risk behaviors in primary care interventions, the 5 As approach is now considered an exemplar in behavioral counseling (Grossman, Donaldson, Belton, & Oliver, 2008) . The key elements of the 5 As approach include the following: assess (clinicians identify individuals at risk), advise (individuals are informed of health risks that exist), agree (provider and client mutually agree on behavioral change), assist (the client is assisted through counseling and support), and arrange (client is provided with follow-up support and adjunctive treatments).
The 5 As intervention can be adopted and tailored for MSM, risk behaviors, and CPs (Whitlock et al., 2002) . Social and behavior change theories provide explanations of cognitive, behavioral, biological, and environmental determinants of health-related behaviors. The social cognition theory of behavior is one change theory relevant to behavioral counseling intervention related to CPs. This theory views the behavior as interaction between personal factors, the environment, and behavior (Bandura, 1986) . The review of CP studies section describes research on CPs, which has identified some of these factors: personal factors (19-29 years old, white, affluent, educated males, reasons for attendance, users of private health care), the environment (mobility and anonymity of attendees, erotically charged atmosphere, social norms such as sanctioned drug use), and behavior (drug of choice, combination of drugs, attendance at multiple venues, unprotected sex, multiple partners). These determinants need to both inform the tailoring of the 5 As and need to be addressed in the 5 As, as do recommendations of the investigators of studies of this phenomenon (see Table 1 ).
Health care systems are logical settings for behavioral counseling interventions because clinicians typically have multiple contacts over years. Evidence suggests that even brief interventions integrated into routine primary care can effectively address risky drug and sexual behaviors. The 5 As target behavior changes and may provide opportunity for behavioral counseling by primary care providers (Whitlock et al., 2002) .
Use of the 5 As may play an important role in reducing HIV and STI transmission rates and drug use. The authors propose adoption of the 5As:
Assess
Anticipatory guidance for preventing risky activity and drug use is recommended before evidence of risky behaviors surface (Bandura, 1986) . Clinicians are encouraged to routinely identify sexually active MSM. Attendance at CPs may be a sensitive issue, and if asked about attendance, many who attend CP may deny attending. As in other cases of sensitive health issues, such as the presence of a firearm in the homes of persons at risk for suicide, primary care practitioners should be aware that the opportunity for CP attendance exists (Kruesi, Grossman, & Hirsch, 2005) . Rather than asking whether clients attend CPs, the practitioner should introduce counseling by a statement, such as "If you should make a decision to attend a CP, you should be aware of certain risks."
Advise
All potential attendees should be advised of the risks that exist in the CP environment. These include the following: drug use (including multiple drugs), disinhibiting effect of drug use, persons seeking sexual activity, infected partners, unprotected sex, mobility of partners, and multiple partnering. Advice should be personalized to the level of the client's health literacy, and behavior change should be linked to the client's health concerns, past experiences, and social context (Whitlock et al., 2002) .
Agree
A collaborative approach is recommended by the U.S. Prevention Services Task Force (Agency for Healthcare Research and Quality, 2003) . This focuses on client choice, autonomy, and ultimate control as central to behavioral counseling (Agency for Healthcare Research and Quality, 2003; Whitlock et al., 2002) . Together the provider and the client should agree on where behavioral change will be explored or initiated, whether it is CP attendance, drug use, and/or sexual behavior.
Assist
The client can be assisted in achieving agreed on goals (agree) through the use of behavioral counseling focused on skills acquisition, confidence, and social support for behavioral change (Whitlock et al., 2002) . This process can include adjunctive medical treatments when indicated through screening, such as treatment for urogenital infections. The U.S. CDC encourages the implementation of comprehensive interventions that are known to be effective in preventing STIs among MSM. The CDC provides specific recommendations for STI prevention services that should be provided for all sexually active MSM (CDC, 2002) . In addition, behavioral counseling related to CPs and risky behavior can be delivered through DVDs and targeted self-help materials such as health promotion literature. Although the U.S. Preventive Services Task Force recommends the enhancement of behavioral counseling by spreading activities across the staff, confidentiality precludes this (Agency for Healthcare Research and Quality, 2003) . However, primary providers (nurse practitioners and physicians) could share these activities if they have relationships with the client.
Arrange
Follow-up contacts (via telephone or in person) should be scheduled to provide assistance, support, and adjunct treatment as needed. For example, if a client had planned to attend a CP at a certain time of the year, the practitioner and client could arrange a booster telephone contact to reinforce the client's plan to refuse drugs and unprotected sex. In addition, follow-up contact provides opportunities to evaluate and modify the collaborative plan (Whitlock et al., 2002) .
Behavioral counseling expands beyond brief clinician advice and includes multiple health caregivers, complementary communication channels, self-help guides, tailored messages, and multiple contacts (Whitlock et al., 2002) . Ensuring that MSM receive recommended services will require a multidisciplinary response to provide consistently all the recommended STI prevention services (Paul et al., 2005) . Considering the mobile nature of gay men, effective comprehensive interventions at the primary care level (the level at which they seek health care) may show promise in slowing HIV and STI transmission rates Mattison et al., 2001) .
The USBPTF recommends ecologically focused interventions, such as policy and environmental changes (Agency for Healthcare Research and Quality, 2003) . A discussion of the USPBTF interventions is beyond the scope of this article. However, primary care practitioners can be instrumental in changing the culture of a health care setting (one kind of ecological intervention) by training staff in risk behavior related to CPs and a 5 As approach tailored to associated risk (blinded, personal communication, December 20, 2007) .
Barriers
Multiple barriers exist in the application of the 5 As approach to risky sexual behavior and drug use at CPs. The barriers are both specific to health professionals and to MSM who use drugs and attend CPs. Professionals may lack the knowledge that CPs exist and may be unaware of the demographics of attendees of such events. Providers also may be unaware of risky sexual behaviors and drug use at CPs, including the amount and types of drugs used. Additionally, many providers may have personal discomfort in discussing or inquiring about drug use and sexuality (more specifically homosexuality), or they may lack the confidence to intervene successfully (Whitlock et al., 2002) .
In many geographical areas, there are societal taboos against discussing issues of sexuality. These cultural norms most certainly influence whether individuals will discuss politically and socially sensitive issues, even in the most private of terms, such as between health provider and patient. CP attendees may be reluctant to reveal to health care providers that they attend CPs, use club drugs, or engage in risky sexual behaviors. Reluctance to disclose this information may be for fear that the health provider may treat them differently or that they may receive inferior care. Also, attendees may deny or downplay their level of risk.
Summary
Research on CPs and risky drug and sexual behaviors is beginning to build a knowledge base in this area. Although previous studies have underscored general implications and recommendations, these studies have not proposed specific primary care interventions. The 5 As approach provides an evidence-based framework as the basis for the development and delivery of such interventions (Whitlock et al., 2002) . An expert panel of researchers, providers, and consumers should tailor this intervention. Outcome evaluation is also needed to demonstrate whether the 5 As approach for risky behavior related to CP attendance improves health behavior and health outcomes (Whitlock et al., 2002) . To significantly affect the public health issue, primary care practitioners need to take an active and systematic approach to addressing the destructive consequences of CPs and risky behaviors. Future studies of CPs and risky behaviors need to continue to inform the 5 As approach.
